He considered that the general method of treatment of upper extremity fractures advocated by Mr. Dowden had much to commend it, and that with a certain discrimination it was widely used in practice by those having an extensive experience of these injuries.
Case of Congenital Deformity of Dorsal and Cervical Vertebra. By C. MAX PAGE, D.S.O., M.S. N. M., AGED 5 years. Brought to out-patient department with the complaint that the head had been held towards the left side since birth. There had never been any pain or disability, but during the past year the deformity had become worse, the head sinking a little more towards the left side.
Labour was normal, head presenting; no delay or difficulty. No previous illnesses; always good health. Two other children, normal and in good health. No family history of any similar conditions, nor of tuberculosis.
On examination: General development good. Well nourished. Head held over towards left side, face and chin turned slightly to the right. No facial asymmetry. Neck very short. Muscles on each side well defined; not definitely shortened on one side more than the other. First dorsal vertebra: spine large and prominent and slightly to right of the midline. One cervical spine felt with difficulty; the other cervical spines not palpable, being deep in a marked suboccipital depression. No pain or tenderness. Slight limitation of movement in all directions. Small discrete movable glands on both sides of the neck.
Slight postural scoliosis.
X-ray: First dorsal vertebra wedge-shaped; the edge of the wedge to the left. Cervical vertebrae not well defined. Difficult to obtain a good plate.
The case appears to be one of congenital deformity of the spinal column in rather an unusual area, viz., the upper dorsal and cervical regions. It has not been possible to obtain an X-ray plate which clearly defines the whole of the cervical spine, but the plate shown suggests that there is a partial absence of cervical vertebrae, and this confirms the clinical appearance.
I do not think that any form of treatment will materially benefit the patient.
Case of Forward Dislocation of the Ankle-joint.
PATIENT, a woman aged 24, was thrown off the carrier of a motor-bicycle on August 4, 1923. She was unconscious immediately afterwards and therefore did not know the exact way in which the ankle was injured. She was treated at first for a fracture of the fibula and afterwards by massage and manipulations. In the course of this treatment she was seen by Mr. Riggs at the Orthopedic Clinic at Watford and sent to St. Bartholomew's Hospital on December 13, 1923, for an X-ray photograph.
The left foot is displaced forward at the ankle-joint, the malleoli appearing intact with perfect alignment of the shafts of the tibia and fibula; there is a small scar over the internal malleolus. The X-ray photograph shows complete forward dislocation of the foot at the ankle-joint, the only bony injury being a tiny fragment off the anterior surface of the tibia, immediately above the articular margin. There is no evidence of any injury to either malleolus. The patient is able to walk short distances but with considerable discomfort.
The treatment suggested is an attempt at reduction of the dislocation, incisions being made on the inner and outer aspects and the lateral ligaments being divided, if necessary. In the event of reduction of the dislocation being impossible an astragalectomy with backward displacement of the foot (Whitman's operation) would appear to be the only possible line of treatment. J. F., A TRAM-CONDUCTOR, aged 25, fell against the back of a tram early in December, 1923. He hit his right hip with some force against the metal protection at the back of the footboard. He massaged the part with oils and first presented himself for examination on January 2, 1924. He was then walking with a limp and had pain over the tuber ischii. He had full movements at the hips and no wasting of muscles. There was pain on full extension of the right thigh. On fully flexing the right thigh and then slowly extending it, there was a sharp snap. He can produce the same noise by performing this movement himself. The snap appeared to be in the front of the hip-joint or in it. There never has been a snap on the back of the great trochanter.
Skiagrams do not show any disease or abnormality of the right hip-joint.
